Objectives: To explore experiences of patients after injury and identify implications for clinical care and support within the hospital setting and primary care. Design: Semistructured telephone administered qualitative interviews with purposive sampling and thematic qualitative analysis.
Introduction
Globally more than 45 million people each year suffer a significant disability following injury, making injuries responsible for around 16% of all disabilities. 1 Unintentional injuries also place a large burden on health care resources in England and Wales. Injuries result in an estimated three quarters of a million hospital admissions in England, 3.6 million bed days and 5.8 million Emergency Department (ED) attendances in the UK. 2, 3 Adults of working age comprise 35% of hospital admissions and 50% of ED attendances indicating significant economic costs to society, employers and individuals due to loss of earnings and reduced productivity. 2, 3 Other indirect costs resulting from injury include the inability to undertake normal activities and consequences for the quality of life of the injured and those dependent on them or on whom the injured person becomes dependant.
The medical and psychological literature on the functional and psychological consequences of injury has tended to focus on severe injury, notwithstanding general agreement that the social and psychological consequences of injury are not necessarily related to the severity of the injury. 4, 5 The psychosocial impact of injury has been researched using mainly quantitative measures linked to psychiatric illness rather than exploring a fuller range of psychological and emotional responses to trauma. [6] [7] [8] [9] [10] There is comparatively little qualitative research with patients who have suffered an unintentional injury and almost none that considers the impact of a range of injury types (both minor and serious) in the context of the individual's age, gender, existing health status, socio-economic circumstances, household composition or other personal factors. 11, 12 There has also been little research on patient perceptions and experiences of health and social care following injury and the extent to which this may influence recovery.
However, concepts such as biographical disruption, developed by sociologists studying debilitating forms of chronic illness, may also illuminate the experiences of people who have been disabled through unintentional injury. The starting point for Bury's original conceptualisation of 'biographical disruption' 13 was the acknowledgement that chronic illness is a profoundly social as well as physical experience; disrupting sufferers' lives, behaviours, relationships and identity including the individual's sense of their own biography. Bury identified a typology of responses: 'coping' (a cognitive process exploring value and meaning), 'strategy' (dealing with the practical consequences of the condition) and 'style' (related to the individual's cultural background and repertoire). Studies of autobiographical accounts of a range of conditions [14] [15] [16] have demonstrated the complexity of 'coping' as an emotional as well as practical response to a changed body and one that may need to be repeated at different stages in the illness. Others 17 have highlighted the paucity of research on the differentiated impact of socio-economic and structural factors on individual experiences of illness -and by extension, the authors here would argue, injury.
The UK Burden of Injury Study (UKBOI) was established to better understand the impacts of unintentional injuries in terms of disability and associated social, emotional and economic costs. The study was a multicentre mixed method study of over 1500 trauma patients, aged 5 years and over, attending an emergency department or admitted to hospital following a wide range of injuries and followed up at several points after leaving hospital. Findings from the quantitative data have been reported elsewhere. 19, 20 The focus of the qualitative component of the study was on the personal impact of injury for the individual patient and their experiences following injury. The aim of this paper is to explore patients' experiences of injury and associated care in hospital and primary care. The paper concludes with a discussion of the implications for better management of the care pathway for trauma patients.
Methods/Design
Quota sampling was used. The sample was constructed to include 30 participants from each of the three centres (Bristol, Surrey and Swansea), with quotas within each centre to achieve ten participants from each age range 5-24, 25-59 and 60+, equal numbers of male and female participants and a range of injury types and time since injury. All patients had to meet the criterion that they did not perceive themselves as recovered at one week post injury. Information on this was identified from questionnaire data that were part of the quantitative study.
Attempts were made to contact 140 potential participants by telephone before the eventual quota sample of 89 participants was achieved. Of those contacted, four potential participants declined to take part and one had died. Another 46 potential interviewees did not answer the telephone or respond to messages left and in most instances the researchers contacted another potential interviewee fulfilling the same criteria.
When participants were contacted by telephone they were told that the interview would explore in more depth their experience of recovery from the injury. Participants were also informed that if they decided to take part in the interview, they could decline to respond to questions if they wished and could end the interview at any point. Permission to record the interview was sought and an explanation given for why this was necessary. The participant's anonymity was also assured. This was particularly pertinent since the participants had been recruited, in the first instance, in the hospital and the researchers wanted to ensure that participants felt they could talk freely and in confidence about any experiences they had in the hospital. For children aged under 12 (n = 8) a parent or carer was interviewed.
A semi-structured interview topic guide was developed based on the research aims, 21 and taking an approach derived from the concept of biographical disruption discussed earlier. [13] [14] [15] [16] [17] The topic guide aimed to explore the experience of the injury and care received and the impact (practical, emotional and social) of injury on different aspects of people's lives. The interviews also explored factors that might have facilitated or hindered recovery, including access to health care; social and emotional support; and issues surrounding employment and leisure.
Five pilot interviews were carried out during development and a minor amendment was made to the topic guide in light of these interviews. The pilot interviews were included in the analysis. The topic guide proved an effective research tool facilitating consistency in approach across the three research centres whilst at the same time providing flexibility for interviewees to recount their experiences in their own way.
All of the interviews were recorded, transcribed and imported into the computer assisted qualitative data analysis software NVivo 7 to enable in-depth thematic content analysis. NVivo 7 was chosen as it allows researchers to catalogue large datasets and access and code them relatively easily. One researcher carried out all of the data analysis. The researcher read through each transcript and coded sentences or paragraphs of the text under broad general headings or more specific areas. The codes were then explored in more detail, using NVivo and paper copies, and the transcripts were revisited on a number of occasions, comparing and contrasting comments between different participants and within individual transcripts to check consistency of meaning. This technique of constant comparison is a well-recognised means of ensuring reliability in qualitative analysis. 22 A senior researcher on the team simultaneously coded 20 out of the 89 interviews to check the validity of code and theme development. This exercise produced very similar coding and interpretation of the data between the two researchers.
The analysis presented below is organised around key themes that emerged from the interview data. The key themes were:
• In the quotes the abbreviations ''I'' denotes the interviewer and ''P'' denotes the participant.
Findings
A total of 89 semi-structured interviews were conducted with participants recruited from three hospitals in Bristol, Surrey and Swansea. Fifty-three (66%) of the interviewees had been admitted as hospital inpatients following injury. The other 36 interviewees (40%) had been treated in the Emergency Department (ED) and then either discharged or referred for a follow up appointment at outpatients. Participant characteristics are shown in Table 1 . 
Positive experiences of care in hospital
Most participants reported mixed experiences of care during their time spent in hospital with some reporting only positive experiences of care and a few reporting only negative experiences. The aspects of care that seemed to have most salience for participants were the promptness or otherwise of treatment, interactions with hospital staff, the general care and comfort they experienced as inpatients, and the information they had been given about treatment or aftercare. Many participants reported that particular members of staff (surgeons, ward medical staff, nurses and physiotherapists) had taken time to explain the treatment that they were to receive or had received and to answer questions and this was much valued. A few participants commented that they were surprised that their experiences were so good: 
Negative experiences of care in hospital
Most of the negative comments made by participants about staff and hospital care were related to the severe time pressures that hospital staff seemed to be under. Some participants observed that it took a long time for nurses to answer call bells and several mentioned that they had seen other patients struggling. Patients were, on the whole, sympathetic to the situation that staff were in: Other negative comments about hospital care were that staff had not listened to the participants when they reported that something was wrong, such as a painful cast or a suspected infection in one participant's leg. A number of participants talked about feeling vulnerable or not in control whilst in the hospital. This was generally related to their treatment but several participants had also witnessed another patient being attacked by a member of the public or had seen police officers with a patient: 
Delays in receiving appropriate care
A number of participants reported that due to bed shortages they had been put on medical wards rather than surgical wards. Some felt that staff on medical wards had been unsure how to treat them and that they had not received the correct care as a result, for example no pain medication when required or a long wait before diagnosis: Other participants had received conflicting information from different hospital departments over whether or not they should receive physiotherapy. This was confusing for patients and unsettling in what was already a stressful situation.
Communication of information to patients
For many participants, the information that they received in relation to their injury met their needs. Information from consultants and other health professionals about procedures and likely outcomes inspired confidence for many of the participants: In one or two cases, the language used by healthcare professionals was reported to be too technical for the participant to fully understand although this was not necessarily regarded as problematic:
''I had a letter sent to the doctor with everything stating on it and a copy given to me so I could read it as well. Not that I could fully understand all the terms, but I got the gist of it.'' (B173:74:F:Rib fracture, pneumothorax, tibial plateau fracture:14 months:retired:admitted)
More significantly many participants had received some information but would have welcomed more. In the majority of cases, this related to treatment or aftercare. Participants wanted answers to questions such as when improvements would be noticeable, when they could or should use an injured limb as normal and whether mobility and strength would improve with time. Such questions may be complex to answer from a clinical perspective but are central to the patient's desire to return to normal life and their ability to manage their injury in the interim: Some participants had been given written information, for example about caring for plaster casts or danger signs to look for in the case of a head injury, and this was felt to be useful. More verbal information would also have been welcomed by some, whilst a few participants said that written information was useful to take home because they had found it difficult to take in verbal information from staff while they were in the hospital: 
Social support after discharge
In the vast majority of cases, participants did have at least one person to support them on discharge from hospital. This was usually a family member, friend or neighbour. In one particular case, however, a participant with a dislocated knee had no family and no friends that lived close by. She had moved into her flat a week previously, did not know anyone in the area and her telephone was not yet connected. The discharge process took no account of these circumstances: 
.] I had really minimal support and I think that what is worrying is that the patient is not really looked at as a whole but only, in my respect, I was 'a knee' but you know that knee inhabits a person and that person needs to have some sort of support, whether it's food, just being kept in touch with.'' (A311:53:F:dislocated knee:12 months:professional horse woman:admitted)
In some cases where participants were older and their children had left home, it was mainly their partner who helped them and this could be problematic if the partner was unwell at the time or in hospital themselves. The quote below is an extreme but not isolated example of the lengths people might have to go to in order to cope:
''So then I had my leg in plaster and my wife had a severe chest infection and was in bed so I then had to, we are in a ground floor flat, so I had to then take food into her on my crutches [. . .] In one pocket I had a mug and in the other pocket I had a thermos flask and in my mouth I was holding a bag with things like boiled eggs, bread and butter and so on and then at one point we noticed that the bag had on it ''Help the Aged''. (laughing) We are quite versatile you know in our family.'' (C269:71:M:fractured ankle:20 months:retired:not admitted)

Pain management
Pain was mentioned by most participants to varying degrees. Some participants commented that they experienced severe pain whilst in hospital and a few felt that it had not been managed well by healthcare professionals: 
Low emotional state
Over half of the interview participants reported that their injury had affected them emotionally in different ways and to varying degrees. For some participants, this low emotional state had followed immediately after the injury occurred and was time limited. For others, it lasted longer and was described by participants as depression. A few of the participants realised that if circumstances been slightly different they could have died or suffered a more serious injury and this realisation had emotional consequences:
''I was off work for five months last year with anxiety and like post-traumatic stress sort of thing you know. I think it just sort of hit home and to what you know has happened because the surgeons and all said I was really lucky and you know no head injury, no pelvic injury, no spinal injury, it could have been a lot worse.'' (B216:32:F:multiple trauma:16 months:office worker:admitted)
For some participants, realising that they were no longer able to do certain tasks or activities and changes that they have had to make to their lives as a result of the injury, had emotional consequences:
I: What impact do you think that your injury had on you emotionally?
P: Oh well it was devastating, I mean it has changed my life completely. I mean I haven't been to town on my own, I don't go round, I mean the bus stop is round the corner of the bungalow, we go part of the way by car but I don't go out without my husband. I don't even go down the drive, you know, right down the drive and on to the pavement without him, you know, he has got to be there and when I walk on crazy paving, it is not so bad on tar, but crazy paving you know I am always looking to see if (. . ..) catching his coat or his arm you know. I mean that is not like me, I used to run everywhere not walk.
(C379:71:F:injury to left wrist:18 months:retired:admitted)
Loss of confidence
Just over a third of participants reported that since their injury they were more cautious or took extra care when they performed certain activities e.g. sport, or even just carrying out everyday procedures like walking down the road, because they were afraid of injuring themselves again. These participants reported varying degrees of caution that lasted for varying amounts of time and interestingly, the participants that described a continuing caution were often over 60.
A few of these participant's reported being cautious about carrying out the same activity they were undertaking when they sustained their injury. One particular participant found it so difficult to walk past the site in her garden where the injury occurred that she had sessions with an outreach nurse who helped her to overcome this and has considered moving house as a result: Some of the parents of children who had been injured reported that they expected the children to be wary or cautious about using previously broken limbs but they were not. Furthermore, younger participants (under 30s) tended to report being cautious initially but regained their confidence quickly: Interestingly, some of the older participants recounted that they have ''slowed down'' since their injury or family members have suggested that they should slow down. These participants often reported that their injury was either a symptom of or a sign that they were getting old and should perhaps start being more careful. These participants all described themselves as active prior to the accident: 
Rehabilitation and the central role of physiotherapy
For many participants, rehabilitation and especially physiotherapy was regarded as very important for recovery. Some participants reported not being offered any physiotherapy but felt that they would have benefited from it. Some participants who did not receive physiotherapy from the NHS paid to access it privately but most did not. Participants who had received no physiotherapy said that they were unsure what to do to improve the strength and mobility of their injured limb or what to expect in terms of the likely completeness or speed of recovery. They were also unsure how much they should use the injured limb or when they would be able to put pressure on it, for example start playing sport again or resume a physically demanding job: The few participants who had been seen by an occupational therapist reported that the 'gadgets' they were given, such as bath seats and 'grabbers', were very useful. Some participants described actively working on recovery by making sure they listened to the physiotherapist or doctors and acting on that advice. A number of participants reported that it was a physiotherapist that had helped them most in their recovery and provided the most useful information or advice. These participants all had fractures: For some participants, friends or family played an active role in helping their recovery by watching them do exercises given by a physiotherapist or making them do things for themselves. Other participants said that there was 'nothing in particular' that helped them to recover or that recovery depended on ''resting'', letting the injury take its course and time.
Discussion
The role of information was very important to patients throughout the process of treatment, discharge and rehabilitation. It was clear that patients wanted non-technical and timely information at many different points and that the type of information required changed over time. This has implications for the development of 'information protocols' throughout the process of recovery and might include signposting to support groups where injuries are perceived as life changing and/or associated with feelings of low emotional state, depression or post-traumatic stress disorder. The fact that so many participants said that their injury had impacted on their emotional state suggests that at the point of discharge patients need to be advised they may experience such symptoms and, if they do, be provided with information about where to seek help. Furthermore, both outpatient clinics and primary care services should be alerted to the recognition and diagnosis of psychological problems and sign post or refer patients to appropriate services. Such approaches to care also need to be appropriately evaluated as there is currently relatively little evidence of the effectiveness of psychosocial interventions following traumatic injury. 23 Cochrane reviews have identified that trauma focused cognitive behavioural therapy and eye movement desensitisation and reprocessing should be considered for use in individuals with PTSD and that pharmacological treatment could be beneficial alongside other therapies. 24, 25 Both written and verbal information was regarded as useful, because these fulfilled different purposes for the patient and were utilised at different stages in the transfer from hospital to home. Similarly, patients and the carers of young children referred to the stressful context in which information was conveyed in hospital which meant that they could not always take in what staff were telling them. It was also evident that patients need information about the likely timescales for recovery, the extent of recovery they can reasonably expect and how and when to use the injured limb in order to gauge their progress and plan their lives in practical ways. With the exception of those participants who had received physiotherapy (discussed below), very few participants reported being able to discuss such key questions with clinical staff and were left to cope with uncertainty as best they could. Uncertainty about recovery was perhaps particularly stressful for those patients who continued to experience pain for an extended period after the injury had occurred. They felt it hampered their sense of recovery as well as impacting negatively on their quality of life and relationships with others. Better management of pain and better information about what pain signified would reduce the associated stress, improve patients' quality of life and facilitate recovery. 26 This research confirms the importance of social support for facilitating recovery from injury. [27] [28] [29] Support from friends, family and neighbours was regarded by participants as extremely important especially during the first few weeks/months after leaving hospital. This is when many were incapacitated and simple everyday tasks were difficult, or for some impossible to achieve. The research also suggests that health services need to take account of the social circumstances of patients, especially where patients have no social support or have carer responsibilities. Health services need to provide a care pathway so that once patients are discharged, community services are notified to ensure that support is provided especially for people whose mobility is compromised. Whilst the role of social support is recognised in the literature, it is clear that many hospitals may discharge people without ascertaining how they will cope or what sort of support needs to be put in place.
Over half of the participants experienced some emotional impact from their injury and a small number had developed what might be termed clinically recognisable mental health issues though it is clear many more participants were describing mental health issues which were not being clinically diagnosed. The depth and duration of this emotional impact varied as did the consequences in individual lives. Many participants experienced a loss of confidence as a result of their injury either because of the physical impact of the injury itself or fear of recurrence. For some participants, this loss of confidence led to fundamental changes in their lives as they ceased to be as active as they had been prior to the injury with implications for their quality of life and mental well-being. For other patients, particularly older people, an injury might devastate fragile care arrangements either temporarily or permanently. Cagnetta and Cicognani 31 noticed that in their research, older participants decided to change behaviour that, on reflection, they felt was 'risky' or 'reckless' after sustaining an injury. 30 It is clear from this research that the emotional and psychological impacts of injury are more widespread and varied than will be captured by measures of post-traumatic stress or psychiatric illness. This has implications for the support of people after discharge and the need to signpost people to support groups and services. 31 The research also highlights the key role of physiotherapists in recovery. Many patients interviewed received no physiotherapy or felt that they received insufficient amounts. But for those patients who did receive physiotherapy care, this was pivotal in helping them understand how to care for their injury, instilling confidence and facilitating recovery. This confirms research which shows that patients focus on the 'here and now' and work hard at the exercises given to them by specialists (amongst other strategies) and particularly those provided by physiotherapists. 31, 32 Physiotherapists impart specialist knowledge regarding recovery of the injured body and, in this sense, can offer personalised care to patients. This is in contrast to some participants reporting their experience of hospital care as depersonalising which they attributed mainly to staff shortages and failings in communication. Moreover, as noted earlier, physiotherapists often encounter patients at a crucial stage in recovery when they are unsure about their progress and anxious about the future.
Limitations of the study
The study represents the views of the patient participants and does not provide an opportunity for clinicians to respond and provide explanations of clinical practice for different patients. The need to preserve centre anonymity means that data are only reported at the general level and cannot be used to provide 'case studies' of good or bad practice in different hospitals. Most of the quotes presented in this paper are from inpatients who were the majority of participants. Clearly the severity of their injury meant that their experience with clinicians was likely to be longer and, for many, their recovery more prolonged. This may have led to a more detailed account of their experiences over time than those with less severe injuries who were not hospitalised.
Future research
The analysis of participant's views after injury has identified a number of areas of further research. These include, the prevalence of psychosocial problems after injury, the views of service providers about the care of injured patients, and patients information needs with regard to symptoms and care and how they differ through the period of recovery, pain management and support.
Further research is currently being carried out to explore more fully the impact of injuries on patients' psychosocial functioning after injury and to assess the need for early psychological intervention.
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